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Letters to the Editoruse of the left carotid artery turndown
(LCATD) technique for interrupted
aortic arch. Several techniques to
repair interrupted arch have been
described, including the end-to-
side anastomosis from sternotomy
approach favored by our center.2
The use of the LCATD technique
may no longer be justified by
the avoidance of cardiopulmonary
bypass. We have demonstrated that
the neurodevelopmental outcomes of
these patients is not affected by the
use of cardiopulmonary bypass, pro-
vided circulatory arrest is not used.3
The LCATD technique seems to
have been limited to some patients,
and we would have been interested
to hear the thoughts of Todman and as-
sociates1 on the limitations of this
technique. In particular, we note that
Todman and associates1 included
only 1 patient (2%) with type A inter-
rupted arch and 3 with aberrant right
subclavian artery (6%),1 even though
the prevalences of these anomalies are
usually reported at around 34% and
20%, respectively.2 In addition, we
would have loved to know whether
Todman and associates1 excluded pa-
tients with single ventricle from the
report or whether they found the tech-
nique contraindicated in these in-
stances because of the known
development of subaortic stenosis in
these patients.
Todman and associates1 concluded
that the LCATD technique resulted in
similar outcomes to those described
in the literature. They kindly men-
tioned our work; however, they only
compared their result with the entire
group we reported, whereas we were
actually attempting to demonstrate
the superiority of the end-to-side
repair. Even though our historical se-
ries was not designed as a comparative
study, we believe that the 18-year
survival of 97% (added to an 8% in-
hospital mortality)2 compares favor-
ably with the 67% 15-year survival
achieved after LCATD.1 In addition,
the 18-year freedom from arch reinter-
vention after end-to-side repair was1308 The Journal of Thoracic and78%,2 a figure higher than the 57%
quoted at 15 years after LCATD, espe-
cially if, as it appears, the latter tech-
nique was reserved for a selection of
more favorable patients.1
Finally, we have previously raised
concerns that patients with smaller
arches may be more susceptible to
the development of hypertension if
they do not undergo a more radical
technique of repair.4 We have demon-
strated that the growth of hypoplastic
segment of aortic arches is unreliable,
and we are concerned that some of
their patients may have had hyperten-
sion develop.5 We found the 18-year
freedom from hypertension after in-
terrupted arch repair in our study to
be 88%.2 The finding of a similarly
low incidence of hypertension after
the use of the LCATD technique
would be very interesting.
In conclusion,we believe that unless
further details are given regarding the
potential limitations of the LCATD
technique, it will be difficult to ascer-
tain its usefulness for the treatment of
interrupted aortic arch.
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To the Editor:
Functional mitral regurgitation is a
group of diseases in which surgical
treatment is quite difficult and out-
comes are not satisfactory when long
term outcomes are considered. In light
of published data on high recurrence
rates with downsizing ring annulo-
plasty, many surgeons and cardiolo-
gists have carried out various studies.
It is obvious that such scientific re-
searches will further expand our hori-
zon on the treatment of functional
mitral regurgitation. In this context,
we appreciate the study by Santana
and colleagues1 suggesting solutions
to this problem. We would like, how-
ever, to discuss some issues probably
missed by these authors.
First, when examined in detail,
some inaccuracies can be seen in the
article’s Figure 1, which illustrates
the placement of a polytetrafluoro-
ethylene graft around papillary
muscles.1 The 3-dimensional configu-
ration of interventricular septum,
papillary muscles, and leaflets is
improperly illustrated. Papillary mus-
cles were represented as if they were
aligned perpendicular to the septum,
with each muscle having chordal in-
sertions to only one leaflet.1 Tradition-
ally, however, it is accepted that in the
left ventricular anterolateral view
papillary muscles are aligned parallel
to the interventricular septum, with
multiple chordal attachments to both
anterior and posterior leaflets.213
FIGURE 1. Anterolateral view of left ventricle and mitral subvalvular apparatus.
Letters to the EditorMoreover, all pulmonary vein orifices
cannot be visualized from this view;
only right superior and inferior pulmo-
nary vein orifices can be visualized.2
As a second point, an ideal annulo-
plasty technique should primarily
address the septolateral diameter
with less impact on transverse diam-
eter, aiming to avoid distorting both
leaflets, especially in the case of func-
tional mitral regurgitation,3 where
type IIIb dysfunction is observed if
fibrotic changes do not exist. It can
be speculated that papillary muscle
sling placement will fail to reduce
equatorial septolateral dimensionThe Journalwhile exerting its main effect on trans-
verse diameter when spatial locations
of papillary muscles in left ventricle
are taken into account. Because septo-
lateral dimensional change is one of
the most important determinants of
recurrence after mitral valve repair,4,5
papillary muscle sling placement
technique seems not to add much to
the conventional downsizing ring
annuloplasty when long-term out-
comes are evaluated.
In conclusion, correction of the
illustration as shown in Figure 1 can
be useful to avoid misunderstandings.
We appreciate the authors for theirof Thoracic and Cardiovascular Surgerefforts and thank them for sharing
their experiences.
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We greatly appreciate Tavlasoglus
and colleagues’ interest in our recent
publication, which reported the safety
and feasibility of the placement of a
papillary muscle sling during mini-
mally invasive mitral valve repair
for functional mitral regurgitation
(MR).1 We appreciate their illustra-
tion, because ours was more of ay c Volume 146, Number 5 1309
